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ABSTRACT
Objective: Impaired quality of life

is a significant problem for people
with major depressive disorder and is
often not addressed through symptom
remediation alone. This study
examines a new therapy for the
treatment for depression that focuses
on reducing hopelessness and
increasing positive future anticipation,
which are factors posited to contribute
to quality of life. The new treatment
was compared to depressed patients
in the same setting treated with group
cognitive behavioral therapy. 

Design: This study used a quasi-
experimental design to examine the
differences between future directed
therapy and cognitive behavioral
therapy on improving quality of life in
patients with major depressive
disorder. The main variables assessed
at pre and post-treatment were quality
of life, depressive symptoms, and
hopelessness. 

Setting: Outpatient Department of
Psychiatry Cedars-Sinai Medical
Center 

Participants: Twenty-two
patients completed the future
directed therapy intervention and 20
patients completed the cognitive
behavioral therapy intervention. 

Measurements: Patient-reported
outcomes were collected using the
Quick Inventory of Depressive
Symptoms, the Beck Hopelessness
Scale, and the Quality of Life
Enjoyment and Satisfaction
Questionnaire-Short Form.

Results: Though both treatments
were effective at improving
depression, hopelessness and
positive future anticipation, those
patients treated with future directed
therapy demonstrated significant
improvements in quality of life
(p=0.002) while those treated in the
cognitive behavioral therapy group
did not (p=0.463). The magnitude of
change for the main variables was
significantly larger in the future
directed therapy group and change
in hopelessness and change in
positive anticipation predicted
change in quality of life in the future
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directed therapy group but not the
cognitive behavioral therapy group. 

Conclusions: Future directed
therapy is a useful treatment for
patients with major depressive
disorder and quality of life
impairment. 

INTRODUCTION
According to the World Health

Organization (WHO), major
depressive disorder (MDD) is the
leading cause of years lost to
disability.1 Moreover, evidence
consistently shows that MDD
significantly impairs quality of life
(QOL).2–7 The WHO defines QOL as
“an individual’s perception of his or
her position in life in the context of
the culture and value systems in
which he or she lives, and in relation
to his or her goals, expectations,
standards, and concerns”8 Most
standardized measures of QOL utilize
multidimensional constructs that
generally include physical, emotional,
and social domains.9 Studies using
QOL measures have shown that the
quality of life of depressed patients is
significantly lower than that of the
healthy population or even that of
individuals with chronic medical
disorders, such as hypertension,
cancer, or chronic pain,2,5–7 and
numerous studies have shown that
patients with MDD and comorbid
medical or psychiatric disorders are
at even greater risk for low QOL.7,10–12

Poor quality of life in patients with
MDD is associated with high rates of
relapse, significant negative impact
on the ability to perform and/or
enjoy occupational and social
activities including family, impaired
future outlook, medical
complications such as heart disease,
and overall increase of healthcare
related costs.5,12

Although the WHO defined health
as, ‘‘A state of complete physical,
mental and social well-being and not
merely the absence of disease,”
(WHO, 1946) and despite the
detrimental impact of poor QOL in
this population, reduction of
symptoms has remained the primary
focus in the treatment of psychiatric

disorders especially depression.8,13

This may, in part, be due to a
common perception that one’s QOL
is really a reflection of one’s mood
state, therefore making the
measurement of QOL, and/or
developing specific interventions for
improving QOL, something that many
have viewed as redundant.14–17 More
recently, however, evidence has been
accruing to indicate that, while there
appears to be a mediating
relationship, a significant proportion
of what is contributing to self-
reported QOL is distinct from
affective states.18–22 Rocha et al23

captures this perspective well by
stating, “Quality of life is neither the
opposite of depression, nor is
euthymia a synonym for QOL.” Many
patients with MDD suffer from poor
QOL after reduction of symptom
severity and even after achieving
remission,23 and there is a growing
consensus that for treatments to be
successful they must move beyond
merely treating the affective
symptoms of depression but also
substantially improve QOL.24–26

The majority of interventions that
have been utilized to improve QOL in
MDD have not been systematically
investigated. Preliminary evidence
for improvement of QOL has been
shown with adjunct interventions
such as exercise,27,28 meditation,29

massage,30 humor,31 dopaminergic
agents (e.g., bupropion),32,33 and
augmenting agents (e.g., omega-334).
Group cognitive behavioral therapy
(CBT)35,36 has also been shown to
improve QOL in patients with varying
levels of depression. One factor well
known to be associated with life
satisfaction and general well-
being,37–39 which has not been
investigated in the improvement of
QOL in those with MDD until now, is
positive future anticipation. 
The role of future anticipation and

goal attainment play a significant role
in QOL theories of depression.
Hollandsworth40 conceptualizes poor
QOL as stemming from hopelessness
in attaining a desired future
consistent with one’s standards in
important areas of life leading to

negative self-evaluations and
depression. De Leval41

conceptualized QOL as the perceived
gap between actual experience and
future aspirations, i.e., the larger the
gap the lower the QOL of the
individual. Moore et al42 empirically
confirmed this model and also found
that reducing hopelessness about the
future was related to improvements
in QOL. De Leval41 posited that when
an individual is not successful in his
or her attempts to close this gap
through existing coping mechanisms,
and increase satisfaction in valued
areas of life, depression can occur. It
is not surprising then that people
with depression have been found to
have fewer of the skills needed to
close this gap, such as goal setting
and problem solving.43,44

Future directed therapy (FDT) is
a new, fully manualized,
psychotherapeutic intervention
developed for the treatment of
depression. FDT is intended to teach
a set of comprehensive skills
necessary to improve one’s ability to
generate more positive future
experiences and thus also enhance
QOL. FDT is based on a theoretical
model of human behavior that posits
desire for reward (e.g., an improved
future) as a primary driving force.
Research on people with depression
has demonstrated reduced
functioning in areas of the brain
responsible for reward processing.45–47

Many of the techniques that were
developed in FDT are informed by a
neurobehavioral perspective, and
volitional allocation of attention to
reward is used as a means to
increase cortical activation and
stimulate cognitive processes that
facilitate reward attainment. FDT is
different from CBT in that it does not
require individuals to examine and
alter irrational thinking, but rather
teaches individuals how to become
aware of attention that is focused on
unwanted aspects of life and how to
redirect attention toward things that
feel more wanted. The emphasis is
on helping individuals become aware
of their anticipatory focused
attention and the expectations they
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have about the future that has not
yet happened. FDT does not focus
on symptom reduction but instead
employs the positive psychology
strategy of teaching skills for thriving
and wellness. A large part of the
instructional work in FDT is focused
on increasing the awareness of the
process by which individuals create
future experiences and how to direct
the process in a way that leads to
more positive outcomes. For more
explanation on the theoretical model
behind FDT and an outline of the
intervention see the pilot study by
Vilhauer et al.48 That study looked at
symptom severity and QOL in
patients with MDD and found that
FDT did significantly reduce
depression and improve QOL.45

In the current study, we seek to
go further by comparing FDT to
standard CBT in terms of
effectiveness in changing factors that
may improve QOL, such as
hopelessness and positive future
expectations, and examine how
changes in these factors contribute
to change in QOL. Based on our
review of the literature, we
hypothesize that reduction of
hopelessness and increased positive
expectations would predict
improvements in QOL in both
groups. Moreover, we hypothesize
that given the specific target of FDT
at improving positive future
anticipation, FDT will reduce
hopelessness and increase positive
expectations more than CBT, and
subsequently FDT is expected to
improve QOL more than CBT.  

METHODS
Setting. All patients in the Adult

Outpatient Programs in the
Department of Psychiatry at Cedars-
Sinai Medical Center who come for a
psychiatric evaluation and treatment
are enrolled in the Cedars-Sinai
Psychiatric Treatment outcome
Registry (CS-PTR). The details of
CS-PTR design as described in
details in a study by IsHak et al8 in
2012. Briefly, CS-PTR is an
institutional review board (IRB)-
approved registry that tracks the

outcome of psychiatric interventions
in a naturalistic clinical setting.
Patients are assessed with the Mini
International Neuropsychiatric
Interview (MINI),49 and patient-
reported outcomes (described
below) are collected at baseline and
on quarterly basis. 
Due to the naturalistic setting, we

employed a quasi-experimental
mixed design with pre-test/post-test
as the within-subjects factor and
treatment as the between-subjects
factor. We sought to reduce
participant variance by
systematically alternating the
availability of the treatment groups
to which patients were assigned.
Groups for FDT and CBT were
offered alternately in our clinic over
a one-year period for the treatment
of patients with confirmed primary
diagnosis of MDD. Both groups ran
twice weekly for 10 weeks for a total
of 20 sessions.  The groups were
alternately coordinated so that a new
group, either FDT or CBT, was
started approximately every 5 to 6
weeks, for a total of four FDT and
four CBT groups. Between 10 and 12
patients were initially enrolled in
each group. 

Participants. Participants with a
Diagnostic and Statistical Manual
of Mental Disorders, Fourth
Edition (DSM-IV) confirmed
primary diagnosis of MDD were
referred for group treatment for
depression by their psychiatrist or
assessment clinician for group
psychotherapy as a primary or
adjunctive treatment to their
medication management.
Participants were assigned to the
next available group, which were
alternately ordered. For people who
were offered the FDT group, they
were informed that it was a new
treatment option that was being
developed and they were given the
option to wait for the next CBT
group if they did not want to
participate in FDT. No patients
declined the FDT group in lieu of the
CBT group. 

Measures. All participants
completed measures on depression,

hopelessness, and QOL at baseline
and post-treatment. The individual
item scores were collected for the
following validated measures: 1)
symptom severity: Quick Inventory
of Depressive Symptomatology-Self
Report (QIDS-SR)50 2) hopelessness:
Beck Hopelessness Scale (BHS),51

and 3) QOL: QOL, Enjoyment, and
Satisfaction Questionnaire—Short
Form (Q-LES-Q).52

Positive Future Anticipation and
Negative Future Anticipation were
derived as subscales from the BHS
based on Beck’s original factor
analytic study.51 The Positive
Anticipation subscale consists of
items 1, 16, 13, 15, and 19 for a
possible score of 5 and includes
items that all endorse a positive
expectation about the future. Lower
scores reflected greater positive
anticipation. The Negative
Anticipation subscale consists of
items 2, 3, 9, 12, 16, 17, and 20 for a
possible score of 7 and includes
items that focus primarily on
negative expectations about the
future. Higher scores reflected
greater negative anticipation. 

Description of interventions.
In the FDT group, the emphasis for
the first five weeks is on teaching
patients to learn how their beliefs
and expectations create the future.
Once this awareness is achieved,
FDT then teaches people how to
formulate new ways of thinking
about the future and teaches specific
skills for goal setting, planning,
problem solving, taking action, and
dealing constructively with
disappointments. For a more detailed
and descriptive list of topics covered
in each treatment session see
Vilhauer et al.48 The CBT groups
were based on the Rand Corporation
CBT group therapy for depression
protocol53 that covers traditional
topics including cognitive model of
depression, goal setting, mood
monitoring, identifying automatic
thoughts, identifying cognitive
errors, thought challenging and
restructuring using thought records,
and behavioral activation. Both
groups were structured as 90-minute
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sessions that met twice weekly for 10
weeks for a total of 20 sessions. The
first meeting of every week, the
patients in both groups were given
didactic instructions, which
addressed a skill set relevant to each
model. On the second day of the
week, coaching was provided for
patients around the new skills they
were learning and homework
assignments were reviewed. For both
groups, patients were instructed to
spend a minimum of 20 minutes per
day completing the worksheets and
homework assignments they were
given between sessions. The groups
were administered by doctoral level
psychologists and post-doctoral
fellows. Ten hours of didactic
instruction on each treatment was
provided to therapists conducting
the treatment, and weekly
supervision was provided as well as
periodic observation through a one-
way mirror to ensure adherence to
the treatment models.

Statistical analysis.
Demographic variables were
compared using T-test and Fisher
exact analyses. Change on the main
variables of interest was calculated
as post-score minus pre-score.
Numerical variables were
summarized by mean and standard
deviation. Only complete cases were
analyzed, given that common intent
to treat analyses (e.g., last
observation carried forward [LOCF])
have been determined to be biased in
pre-post test designs with only two
time point measures.54 Complete case
analysis is considered valid as long as
pre-test scores do not predict the
reason for missing cases.54 Analyses
of completers vs. noncompleters
showed no significant differences on
the pre-test scores of the main
variables of outcome. The analysis
model was a repeated measures
analysis of variance (RMANOVA),
with “Treatment” (at two levels—
FDT and CBT) as the between-
subjects factor and “Time” (at two
levels—pre and post) as the within-
subjects factor.  Differential change
across the treatment groups was
assessed by the “Treatment-by-Time”

interaction term. Within-treatment
change was assessed by a one-
degree-of-freedom contrast. Two-
tailed P-values were reported for the
relevant effects. Between-treatment
effect size was calculated using
Cohen’s delta. Linear regression
models were used to assess
correlations between changes in
numerical variables. Changes in the
severity of QOL status between the
FDT and CBT groups were assessed
by the Fisher exact test. Statistical
calculations were made using SAS
version 9.2 (SAS Institute, Cary,
North Carolina) and SPSS version
20.55,56

RESULTS
A total of 92 patients began

treatment (each arm enrolled 46
patients) with a total of 42 patients
completing treatment through the
20th session. There were no
statistical differences between the
FDT or CBT groups on age, gender,
race, or comorbid psychiatric
disorders. Demographic details for
both groups of completers are
reported in Table 1. For the FDT
group, there were 10 women and 12
men with a mean age of 56.50
(standard deviation [SD]=15.02) that
completed the intervention. Fifteen
(68.1%) of the completing patients
carried a comorbid psychiatric
diagnosis of anxiety (40.9%) or
substance abuse (27.3%).  Twenty
patients (91%) in the FDT group
were receiving pharmacological
treatment. The CBT group included
13 women and seven men. Forty
percent of the CBT patients had a
comorbid psychiatric disorder:
personality disorders (10%), anxiety
disorders (10%), substance use
disorders (10%), psychotic disorders
(2.2%), and other psychiatric
disorders (2.2%). Eighteen of the
patients (90%) in the CBT group
were receiving pharmacological
treatment. All participants were able
to speak and understand English. 
Both FDT and CBT significantly

improved depression, hopelessness,
and positive future anticipation;
however, FDT was notably better

than the CBT group at improving
each of these conditions: depression, 
F(1,40)= 7.082, P=0.011;
hopelessness, F(1,40)=15.336,
P=0.001; positive future anticipation,
F(1,40)=4.122, P=0.049 (see Table 2
for means and SDs). The between-
group effect sizes for depression and
hopelessness were considered large
at 0.82 and 1.21, respectively, and
positive future anticipation had a
moderate-between group effect size
of 0.63. Within-group results from an
RMANOVA showed that those
participants treated with FDT
reported significant improvement in
QOL (mean=15.4, SD=20.1),
F(1,21)=12.98, P=0.002, but those
treated in the CBT group did not
(mean=3.2, SD=19.2),
F(1,19)=0.562, P=0.463. FDT was
particularly effective at improving
QOL in those who reported severe
QOL impairments, which is defined
as more than two standard deviations
below the community norm (QLES-Q
<55.7).4,52,57 Pre-treatment QOL
measures show that almost 60
percent of the FDT patients and 55
precent of the CBT patients
experienced severe QOL impairment,
whereas post-treatment proportions
of patients with severe impairment
dropped to 22 percent (P=0.002) in
the FDT group but did not change in
the CBT group. 
We then examined what variables

predicted the change in QOL using
multiple linear regressions. Table 3
details the results of these analyses.
We found no evidence that age or
gender was related to change in
QOL. For the overall sample, change
in QIDS scores (beta=3.25, SE=0.52,
t=6.60, P=0.001) and BHS scores
(beta=1.71, SE=0.61, t=2.81,
P=0.008) predicted change in QOL.
Change in positive anticipation
(beta=3.79, SE=1.61, t=2.35,
P=0.024) also predicted change in
QOL, whereas change in negative
anticipation did not (P=0.064). 
We further examined the

relationship between change in
depressive symptoms and change in
QOL by the two treatment groups
and found no evidence of a
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difference between predictive slopes
(P=0.28). Next we examined the
relationship between change in
hopelessness and change in QOL
between the groups and found that
change in BHS scores predicted
change in QOL for the FDT group
(beta=2.04, SE=0.094, t=3.24,
P=0.004), but not the CBT group
(P=0.930) and that the difference
between the slopes of the groups was
significant (beta= -2.95, SEB=1.39, 
t= -2.12, P=0.04). Figure 1 illustrates
this finding, showing that as
hopelessness decreases in the FDT
group, QOL improvements increase. 
When we further examined the

sub-factors of the BHS and their
relationship to change in QOL we
found that while in the FDT group,
positive anticipation predicted
change in QOL (beta=5.73, SE=2.45,
t=2.34, P=0.03), in the CBT group it
did not (P=0.63). However, there
was no evidence that the slopes
differed by treatment group
(P=0.17). Negative anticipation did
not predict change in QOL in either
group, and there was no evidence
that the slopes differed by treatment
group (P=0.24).
We explored in each group the

effect of BHS change adjusting for
QIDS change using multivariable
linear regression. In the FDT group,
both change in depressive symptoms
(beta=1.82, SE=0.86, P=0.048) and
hopelessness (beta=2.18, SE=0.96,
P=0.034) were significantly
associated with improvement with
QOL; however, in the CBT group,
change in depressive symptoms
(beta=4.13, SE=0.76, P=0.001) was
associated with improvements in
QOL, but change in hopelessness was
not (beta= -0.736, SE=0.646,
P=0.270). Adjusting for QIDS
change, positive and negative
anticipation were not significant in
either group. 

DISCUSSION
The main findings in this study is

that while both FDT and CBT were
effective at reducing depressive
symptom severity and hopelessness,
FDT was not only significantly better

TABLE 1. Demographic characteristics for FDT and CBT group completers

DEMOGRAPHICS FDT CBT P

Age (years) N=22 N=20

0.35Mean (SD) 56.50 (15.0) 52.35 (13.5)

Range 21,80 23,71

Gender, n (%)

Female 10 (45.5%) 13 (65%)
0.23

Male 12 (54.5%) 7 (35%)

Race, n (%)

African American 2 (9.1%) 5 (25%)

0.3
Caucasian 19 (86.4%) 13 (65%)

Hispanic 1 (4.5%) 1 (5%)

Asian American 0 1 (5%)

Comorbid psychiatric disorders

Personality disorders 0 2 (10.0%)

0.22

Anxiety disorders 9 (40.9%) 10 (50%)

Substance use disorders 6 (27.3%) 2 (10%)

Other psychiatric disorder 0 1 (5%)

Psychotic Disorder 0 1 (5%)

Number of patients on psychotropic
medication  during group treatment, n 20 18 0.99

Medications in use, n*

Serotonin selective reuptake inhibitor 6 6

n/a

Serotonin-norepinephrine reuptake inhibitor 6 2

Tricyclic acid 5 3

Norepinephrine-dopamine reuptake Inhibitor 10 5

Other antidepressants 3 2

Anxiolytic 9 10

Antipsychotics 2 5

Psychostimulants 4 1

Mood stabilizer 2 2

*Patients could be on multiple agents
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at improving both of these aspects
but also better at improving QOL.
These findings were consistent with
our original pilot study.48

The finding that CBT did not lead
to a significant change in QOL was
contradictory with two studies that
reported group CBT did improve
QOL in depressed patients. Closer
examination revealed some
information that may clarify this
contrast. The Swan et al study36 had
a larger sample and imputed data to
maximize the number of cases to be

analyzed, which resulted in finding a
statistical improvement in QOL
scores; however, although improved,
the average post-intervention QOL
score still remained in the severely
impaired range, which is greater than
two standard deviations below the
community norm.4,52,57 Moreover, the
mean post-intervention QOL score in
the Swan study36 (54.7) was slightly
lower than that of the mean post-
intervention score of the CBT group
in our current study (57.5). This
illustrates the limitations of drawing

meaningful conclusions exclusively
from statistical significance, which is
distinct from clinical significance.
The second study by Wong et al35

unfortunately reported means and
standard deviations in a way that
could not be interpreted, making it
impossible to draw a meaningful
comparison.
Reducing depressive symptoms

was the largest predictor of change
in QOL across all patients, indicating
that depressive symptoms do have a
major role in the lowered QOL

TABLE 2. FDT vs. CBT pre- and post-measurements of quality of life, depression, hopelessness, and future anticipation

MEASURE

WITHIN FDT* WITHIN CBT*
BETWEEN FDT & CBT

N=22 N=20

Pre Post Change P Pre Post Change P P Effect Size

QLESQ 52.7 (16.5) 68.1 (15.7) 15.4 (20.1) 0.002 54.3 (17.9) 57.5 (26.2) 3.2 (19.2) 0.463 0.051 0.62

QIDS 13.9 (3.8) 8.4 (4.0) -5.5 (4.3) 0.001 13.6 (5.5) 11.4  (6.0) -2.2 (3.8) 0.021 0.011 0.82

BHS 10.9 (3.9) 3.7 (3.2) -7.2 (3.9) 0.001 8.2 (6.4) 6.1 (5.5) -2.1 (4.5) 0.044 0.001 1.21

PFA 2.9 (1.5) 0.7 (1.4) -2.2 (1.6) 0.001 2.5 (2.3) 1.6 (2.0) -1.1 (2.0) 0.029 0.049 0.63

NFA 3.7 (2.2) 1.6 (1.1) -2.2 (2.3) 0.001 3.0 (2.7) 2.5 (2.0) -0.5 (1.4) 0.116 0.007 0.88

FDT: future directed therapy; CBT: cognitive behavioral therapy; QLESQ: QOL, Enjoyment, and Satisfaction Questionnaire—Short Form; 
QIDS: Quick Inventory of Depressive Symptomatology; BHS: Beck Hopelessness Scale; PFA: positive future anticipation as sub-factor of the BHS;
NFA: negative future anticipation as sub-factor of the BHS

* Values are mean (SD)

TABLE 3. Predictors of Change on Quality of Life Scores (QLES-Q)

Measures

Total FDT CBT

Between FDT and CBT

N= 42 N = 22 N = 20

Beta SE T P Beta SE T P Beta SE T P Beta SE T P

QIDS 3.25 0.52 6.6 0.001 2.65 0.86 3.09 0.006 3.93 0.74 5.32 0.001 1.28 1.17 1.09 0.28

BHS � 1.71 0.61 2.81 0.008 3.04 0.94 3.24 0.004 0.09 1.02 0.09 0.93 -2.95 1.39 -2.12 0.04

PFA 3.79 1.61 2.35 0.024 5.73 2.45 2.34 0.03 1.1 2.26 0.49 0.63 -4.63 3.35 -1.38 0.17

NFA 2.83 1.49 1.9 0.064 3.01 1.83 1.64 0.116 -1.48 3.31 -0.45 0.66 -4.49 3.77 -1.19 0.24

FDT: future directed therapy; CBT: cognitive behavioral therapy; QIDS: Quick Inventory of Depressive Symptomatology; BHS: Beck Hopelessness
Scale; PFA: positive future anticipation as sub-factor of the BHS; NFA: negative future anticipation as sub-factor of the BHS
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experienced by patients with MDD.
However, as indicated by the lack of
significant change in QOL in the CBT
group, reducing depressive
symptoms alone does not appear to
be sufficient for substantial
improvement in QOL. While our
hypothesis was true across the whole
sample (i.e., that reduction of
hopelessness and improving positive
future anticipation was likely to
predict change in QOL for all
patients), more detailed examination
comparing both groups showed that
they only significantly predicted
change in the FDT group, which may
be the reason FDT was more
successful than CBT at improving
QOL. Given that patients in the CBT
group did show a significant
statistical change on the measures of
hopelessness and positive
anticipation, it seems apparent that it
is the magnitude of change that
matters. This finding sheds some
light on one of primary underlying
mechanisms of FDT. Reducing
hopelessness by improving positive
future anticipation appears to be an

important mechanism of the
treatment, resulting in positive
change. Notably, change in negative
future thinking did not predict
change in QOL, which is consistent
with studies that have found that
deficits in positive future thinking
contribute to depression more than
negative future thinking,58–62 and
research showing that modifying
negative cognitive style has little
impact on the ability to produce
positive future anticipation.63

The findings from this study are
consistent with studies that have
demonstrated that achieving valued
life goals is associated with high
levels of well-being,64,65 as well as
other research demonstrating
optimism and thinking positively
about the future is related to
increased life satisfaction, low levels
of depressions, and high levels of
resilience.66,67 The results are also
consistent with the QOL theories of
depression that view poor QOL to be
a result of a gap between where one
is and where one wants to be along
with one’s perceived ability to close

the gap.50,68 By teaching people skills
for how to close the gap, FDT helps
to change future expectations
leading to improvements in their
QOL. This finding is consistent with
those of Moore et al,42 who
demonstrated that change in
hopelessness was the significant
contributing factor for change in the
gap between actual and aspirational
QOL. They concluded that reduction
in this gap between the present and
where one wants to be should be the
main therapeutic goal for depressed
patients, i.e., in order to provide
relief from depression and achieve
desired QOL, “hopelessness needs to
be tackled.”  FDT appears to be
doing exactly that. 
Improving QOL in patients with

depression can affect many other
important outcomes, such as
reducing relapse and the onset of
comorbid health conditions while
lowering overall healthcare cost and
utilization.11–15 Improvement in QOL is
also an important outcome that is
desired from patients who seek
treatment for depression, and
treatments that offer symptom
reduction and restore health and
well-being to patients are of high
value.48,69 The skills in FDT are
intended to teach people to develop
greater well-being and greater ability
to thrive in life. The idea of creating
greater wellness as a means of
reducing illness is consistent with
many of the ideas developed by the
recovery model of mental illness70

and the positive psychology
movement,71 which focus on building
the strengths and potential  of an
individual. As QOL has been referred
to as the “ultimate outcome measure
of interventions in major depressive
disorder,”23 FDT offers an important
contribution among the many
choices of treatments for depression.

Limitations. This study used a
quasi-experimental design in a
naturalistic setting that assigned
patients to treatment groups based
on the availability during the time
period that they were referred, not
true random assignment. However,
we believe the study reflects

FIGURE 1. Change in hopelessness predicts change in QOL for the FDT group but not the CBT
group
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outcomes of real clinical practice,
which is of high value in determining
the effectiveness of a therapeutic
treatment,72,73 and we adhered to
guidelines for studies in naturalistic
settings.72,74 The sample size of the
completers was small, and both
groups experienced significant
attrition from treatment.
Nevertheless, noncompletion rates
were similar for both groups, and
these rates are comparable to
attrition rates from other
psychotherapy studies.75–86 While
there were no statistical differences
between groups on any of the
demographic variables, it is possible
that due to the small sample size the
outcome of the groups may have
been affected by diagnostic
comorbidities. Also due to the small
sample size and because this was an
early-phase, nonrandomized trial
with the goal of establishing the
effect of a new treatment on the
QOL of patients with depression,
while also examining the potential
mechanism, we did not delineate
between those with chronic and
nonchronic depression. Further
examination of how such differences
may affect response outcome would
be warranted in a larger, randomized
trial. Data were only gathered pre-
and post-treatment, so we were only
able to use a completer analysis to
examine data. Most patients in this
study were also receiving
psychotropic medication, so the
effects of treatment interventions
alone are unknown, though most
patients had begun medication at
least one month prior to the group
treatment and many patients had
been stabilized on medication for
three months or longer. There was
no follow-up to determine the length
of the treatment effect. Self-report
measures were used to assess
outcomes without clinician
assessment. Nevertheless, more
emphasis is now being placed on
patient-reported outcomes as a vital
source of information about impact
of treatment, particularly in QOL
research, as illustrated by the
National Institute of Mental health

initiative Patient-Reported Outcomes
Measurement Information System
(PROMIS).87 The measure of positive
anticipation51 in this study was a sub-
scale from the BHS, and though
derived from factor analysis, it is
likely not as robust of an
independent measure of positive
future thinking such as the Future
Thinking Task developed by Macleod
et al.88 It would be recommended
that future studies utilize their
established measure to assess
changes in positive future thinking. 

CONCLUSION
FDT is a new psychotherapeutic

treatment for the treatment of
depression with a specific
mechanism that appears to reduce
hopelessness and increases positive
future expectations more than
standard CBT in patients with
depression. Treatments that
significantly improve QOL are of high
value in maintaining remission and
overall restoration of health.69 Given
that the mechanisms of FDT maps to
broader theoretical models of QOL,
adaptations of FDT may also be
useful in improving QOL in other
patient populations where QOL
impairment is high such as cancer
survivors89 and heart transplant
patients.90
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